Langmead: (Esophagectasis in an Infant
family. The patient is the third child in a family of three, the elder members being quite well. No miscarriages.
November 28, 1919: On admission to the Hospital for Sick Children, Great Ormond Street, the child was found to be fairly well developed and nourished, but with a pale face, slightly sunken eyes, and hanging folds of skin, indicating recent loss of fat. The fontanelle was slightly depressed. There were no signs of rickets. Examination Radiogram taken immediately'after a bismuth meal. Some food in the stomach; the remainder held up in the cesophagus.
-of the abdomen revealed no tumour nor gastric peristalsis. Heart and lungs were apparently niormal. The knee-jerks were -very exalted, otherwise there were no abnormal nervous phenomena. The urine -contained acetone in definite amounts.
After admission the child cried incessantly, apparently without vPain. A:stomach tube was passed, but no food was washed out. During the first twenty-four hours the child refused all food, and was fed by a tube; she vomited afterwards. Next day she took equal parts of milk and water a little better, but cried almost continuously if not nursed or petted. A single vomit contained nmucus; the milk was not digested and contained no curd.
FIG. 2.
Radiogram taken three hours after a bismuth meal. Some dilated oesophagus.
food still in the On December 4, six days after admission, X-rav examination was made after a bismuth meal (figs. 1 and 2). Three screenings were done, one immediately after the meal, one an hour later, and the last three hours later. A dilatation of the cesophagus was detected near its lower end, centrally placed, and about the size of a hen's egg. Immediately after the meal, most of it was seen to be retained in the cesophageal sac, but some had passed on into the stomach. The second and third screenings showed that part of the meal was still retained. There was no obstruction in the alimentary tract below the cardia.
As the result of this examination an attempt was made to pass a stomach tube twice a day with a view to introducing food and dilating the cardia. This appeared to be successful, but there was some doubt whether the tube curled up in the sac or traversed the'cardiac opening; the vomiting was now less, but only 6 oz. could be held, the rest flowing back. To elucidate this point an opaque tube was passed under X-rays, and it was found that the tube, X in. in diameter, would not pass through the cardia, but curled back into the sac on reaching the lower end.
Since the child was losing weight and a tube could not be passed, Mr Dr. F. PARKES WEBER: I feel much interested in this class of case because some years ago I had the opportunity of observing a typical case of the condition in a man 80 years of age. Ultimately, I was able to make a post-mortem examination, when it could be demonstrated that there was no organic obstruction. The case has been described in the Society's Proceedings.' I was also interested in the fact that Dr. Langmead fqund that in his case there was curling up of the cesophageal tube before it reached the stomach, as I am convinced that that sometimes may become a source of the gravest errors. A test-breakfast may be given for the purpose of examining the gastric secretion, and perhaps one imagines that the cesophageal tube which is passed brings back the contents of the stomach; but it may be found to contain no free hydrochloric acid, the tube having coiled up proximally to the point of the non-organic obstruction, at the cardiac end of the cesophagus. I do not know whether there have been many fatal cases of this condition in infants, but certainly fatal cases of it do occur in adults. Men are, occasionally, starved to death: they may ultimately die of cardiac syncope, but the real cause of death is chronic starvation. Much there is anything to be gained by calling the condition " achalasia," especially as we still do not know the real nature of the abnormality. In recent years there have been meetings of this Society at which this condition has been specially discussed, and a number of cases have been recorded in the Proceedings. A complete meeting of the Medical Section' was devoted to the subject; and the Section of Laryngology2 have published many pages on the same matter and have referred to various post-mortem specimens from English cases.
Dr. H. C. CAMERON: We should have great difficulty in making a diagnosis of such a condition without such excellent skiagrams as Dr. Langmead has shown us. I can see that even if this condition is relatively common in children we shall have to examine very many children with X-rays before we find it in a few instances. The interest of the case, to me, is the proof of the existence of the condition at this early age by means of X-rays. I wonder if Dr. Langmead tried passing the mercury tube. I have had one or two of these case in adults, none in children. In the adult, in whom the signs are very. characteristic, I have recognized it several times. My colleague, Mr. Mollison, has used a rubber tube filled with mercury which, when oiled, passes by its own weight, and there is no need for any difficult manipulation. That the tube is in the stomach can then. be demonstrated by X-rays. I do not think anyone ought to be allowed to die of achalasia or cardiospasm because, as far as I know, the passage of the mercury-laden tube is always successful in overcoming it.
Dr. JEWESBURY; I would like to know if Dr. Langmead can give us any infornmation as to the frequency of the vomiting in this case. Had it a reference to meals, and did it occur after every meal the child had ? Or were there times when it could take food without difficulty ? Dr. G. A. SUTHERLAND: Before the advent of X-rays certainly our means of diagnosing this condition were very few. I can recall a certain number of cases in which there was difficulty in passing an aesophageal tube, and we concluded there was probably some stricture about the cardiac end of the stomach. We did not get any further. The children were very young. Whether they were cases of the kind now described I am unable to say, for we had not then the exact diagnostic means 'which Dr. Langmead has made use of. The question of the pathology is an extremely interesting one. Dr. Langmead does not take us very far when he says this condition " bears the same relationship to hypertrophic stenosis of the cardia that pyloric spasm does to hypertrophic stenosis of the pylorus," because, after all, what is hypertrophic stenosis of the lH. Batty Shaw and A. W. Woo, " Six Cases of CEsophagectasia," Proc. Roy. Soc. Med., 1916-17, x (Sect. Med.), pp. 1-22. pylorus ? Is it due to overgrowth of tissue, or to a continuous and prolonged spasm ? In Dr. Langmead's case, I do not think the evidence is at all conclusive that there is, necessarily, spasm present. I do not see why this condition should not be produced by a paralytic state. I suppose the history Dr. Langmead gives can leave no doubt that the lesion in his case was congenital: it is interesting to note that it was noticed on the first day of life, and vomiting had occurred within the first week.
The PRESIDENT: As a surgeon, I feel particularly interested in what has been said about the passage of the tube in this case. Some little time ago we did some experimefLts to find out whether a long rectal tube really went into the bowel to the distance it was supposed to go, and the result was to convince us that it practically never did. The long rectal tube, such as that for the Plombieres douche used at Harrogate, never really gets far up the rectum, and it is the same with other tubes, unless some special means are used to get them to the spot desired. I have no doubt many people have passed tubes into the stomach, as they thought, when in reality they simply curled up in the cesophagus or a pouch.
Dr. LANGMEAD (in reply): I am aware that at meetings of other Sections of this Society specimens of great dilatation of the oesophagus have been shown, in connexion with which this condition of the cardia has been discussed. My reason for bringing this case before the Section is the extremely early age at which it has been possible to make an absolutely definite diagnosis. I am really indebted to Dr. Parkes Weber for baving shown, by his remarks, how very uncommonly such an early case has been proved. I did not say that the condition had not been observed in early infancy. In answer to Dr. Cameron, the question of the passage of a mercury-laden tube was considered, but this patient had a rather adventurous career after arriving at the hospital. She was rather bad, had become very thin, and by the time we had established the diagnosis, by giving a bismuth meal, and by an cesophagoscopy, the state of the child was such that I did not feel justified in trying to overcome the mother's wish to take her home. The frequency of the vomiting varied a good deal, as did its relationship to meals. I agree with Dr. Sutherland that one has not furthered knowledge of the etiology of the condition by comparing it with another condition which is not understood: still, I think the comparison is a, fairly true one, and that an explanation in one will give a very good clue to that in the other. I should like to acknowledge the great help I have had from Dr. Spence, house physician at Great Ormond Street, in working out the particulars of the case.
